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complications of hernias. Two case reports and a
systematic review of the literature
C.L. Tam, I. Harris*Department of Radiology, Royal Preston Hospital, Preston, UKIntroduction
Nowadays surgeons rely more and more on imaging
to define disease spread and anatomy before any
surgical intervention. With new imaging tech-
niques, such as spiral CT and MR with multiplanar
capability, more images of rare surgical oddities are
being captured. This case review describes two
exotic surgical oddities that have previously been
documented in only a few case reports. The MR
images available reveal these two particular cases
as unique; as far as we are aware, nothing similar
has been described in the literature.Case reports
Case 1
A 55-year-old man presented with hypertension and
proceeded to outpatient US investigation. This
showed an obstructed hydronephrotic right kidney
and a dilated ureter. Because the cause of the
obstruction was unclear, the man subsequently
underwent CT and MR urography. These demon-
strated clearly the involvement of the distal ureter
in a large incarcerated inguinal hernia sac (Figs. 1
and 2).
Case 2
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tine blood tests showed moderately raised alkaline
phosphatase and gamma GT, but normal bilirubin.
Initial US revealed a dilated biliary tree, andCTof the
chest and upper abdomen and subsequentlyMRof the
same region were arranged (Figs. 3 and 4). These
examinations demonstrated a complex anatomy of
herniation of small bowel and the body and tail of the
pancreas into a large incarcerated hiatus hernia sac.
There was also biliary obstruction (Fig. 5) and,
because of the close proximity of the common bile
duct (CBD) to the hernia sac, involvement of the CBD
into the hernia sac was implied. Alternatively,
traction of the CBD by the herniated pancreas could
have been the cause of biliary tree dilation.Discussion
Herniation of the distal ureter into an inguinal
hernia sac with renal obstruction is extremely rare,
and we have found only three case reports in the
literature.1–3 There are, however, reports of vesi-
coureteric displacement due to massive longstand-
ing inguinoscrotal hernia and involvement of ureter
into the inguinal hernia sac without obstruction.4,5
This uncommon condition can be found intraopera-
tively in elderly men without urinary symptoms.1,3
There may be a ureter unexpectedly at risk during
surgery, but it is not cost effective to investigate
accordingly all patients with inguinal hernias.1 As
far as we are aware, the case we describe in this
report offers the first published pictures of MR
urography of such a condition. Our colleagues in
Manchester have described previously a case of
bilateral ureteric obstruction due to involvement of
an ileal conduit into an inguinal hernia sac.6 Other
rare causes of obstruction of the ureters by variousClinical Radiology Extra (2005) 60, e45–e47gists. Published by Elsevier Ltd. All rights reserved.
Figure 1 MR urography of case 1 with right-sided
hydronephrosis and hydroureter. The obstruction is at
the vesicoureteric junction (VUJ).
Figure 3 Coronal T2W MR images showing the whole
pancreas in the thorax (white arrow: pancreatic body and
tail).
C.L. Tam, I. Harrise46hernias include pelviureteric junction obstruction
secondary to renal pelvic incarceration in a con-
genital diaphragmatic hernia,7 ureterosciatic her-
nia8 and ileal loop conduit volvulus as an internal
hernia.9
Again, herniation of the pancreas into the thorax
is extremely rare, with no more than six cases
described in the literature,10–15 four of which were
located within diaphragmatic hiatal hernias10–13 and
the remaining two within Bochdalek hernias.14,15 All
but one of the six patients were symptomatic and
underwent surgery subsequently.11 The common
symptom was epigastric pain, and two of the six
subjects also had laboratory signs of acute pan-
creatitis.12,13 The asymptomatic individual was
considered for elective repair as well, for fear ofFigure 2 Axial MR T2W at the low pelvis near the
vesicoureteric junction, showing involvement of the
distal right ureter (blue arrow) into an inguinal hernia
sac (white arrow) as the cause of the obstruction.future pancreatitis. The diagnoses were preopera-
tively established for four patients by CT. The
remaining cases were diagnosed at surgery and
according to the pathological reports of the
resected segments. To our knowledge, our case is
the first to present MR images of such a condition in
the literature.
Obstruction of the extrahepatic biliary system by
diaphragmatic hernia into the thorax is also rare,16–21Figure 4 Axial CT of lower thorax showing body and tail
of the pancreas in the posterior mediastinum (blue
arrow). Note the mixed small and large bowel also in
the hiatus hernia (white arrow).
Figure 5 Axial CT of case 2 at the level of the liver,
showing biliary obstruction.
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subject consists of non-English publications.16,17
Caldeiro coined the term “choledochal semi volvu-
lus” to describe these findings.16 Two such reports
concerned newborns with obstructive jaundice
caused by congenital diaphragmatic hernias,19,20
and one was caused by traumatic diaphragmatic
rupture in an adult.18 Two of the subjects only had
cholestatic syndrome rather than full-blown
obstructive jaundice.17,21 Obstruction of the CBD
due to involvement into a hernia sac, as well as
traction and volvulus formation of the CBD, were
common explanations of the biliary obstruction
encountered.References
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